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User fees for health care are a life or death issue for 
millions of people in poor countries. Too poor to pay, 
women and children are paying with their lives. People 
who can’t pay are often imprisoned in hospitals until their 
families can clear their bills. For those who do pay, over 
100 million are pushed into poverty each year.1  User fees 
for health care continue to exist in most poor countries 
despite rarely contributing more than 5% of running costs 
for health services.2  This month will witness a global 
opportunity for world leaders to really make a difference 
to poor people by backing the expansion of free health 
care in a number of countries.* The opportunity marks 
a true test of leaders’ commitment to save lives and 
accelerate progress towards health care for all in our 
lifetime. The question is, will they pass it?  
Progress on health is desperately off track and with the 
2015 Millennium Development Goals (MDGs) deadline 
fast approaching, inaction is not an option. Over nine 
million children die each year before their fifth birthday, 
along with more than half a million pregnant women.3  
There is now a global consensus that charging fees 
for health care is one of the most significant barriers 
to progress in scaling up access to health care in poor 
countries and that they should be removed.4  
On 23rd September 2009 world leaders will meet at 
the United Nations General Assembly in New York for 
a high-level event on health. On the table is a proposal 
to support at least seven developing countries to fully 
implement free care for women and children or to 
expand free health services to all. The seven countries 
are Burundi, Ghana, Liberia, Malawi, Mozambique, 
Nepal and Sierra Leone. The need to make health care 
free and expand access in these and other countries 
is beyond question, but to do so successfully requires 
high-level political commitment and sustained additional 
financial and technical support. Leaders in the North and 
South must back this proposal on 23rd September and 
announce the additional support they will provide over 
the coming years to make it a success. 
*Universal free health care must be paid for by a system of progressive 
and equitable health care financing. The evidence shows that while 
both taxation financing and social health insurance have the potential 
to achieve universal access, it is only tax-based financing that has 
achieved this goal in low-income countries to date.
Your money or your life:
Will leaders act now to save lives and make 
health care free in poor countries?
Delay costs lives: Save the Children UK 
estimate that the lives of 285,000 children in 
Africa alone could be saved every year by 
abolishing health care fees.5  That means if 
free care had been introduced in 2000, when 
the Millennium Development Goals were 
agreed, over two and half million children’s 
lives could have been saved by now.
Amnata, from Kailahun district in Sierra 
Leone, has had seven children but only one 
has survived. “Some of them we could not 
take to the clinic because we had no money” 
she says. “They all died.” Now, Amnata’s only 
remaining child is very ill with malaria.  
Photo: Anna Kari/Save the Children
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Subsidising costs of drugs not enough: 
Médicins Sans Frontières implemented 
malaria treatment pilot projects and 
programmes in Chad, Sierra Leone and 
Mali. Their experience showed that having 
malaria treatment available in health centres, 
even at a low price, is not enough. In all 
three countries it was only when completely 
free care (medicines, consultations and 
other related costs) was introduced that 
the number of consultations increased 
dramatically. 11
Denied care
User fees are the most inequitable way of paying for 
health care.6  User fees are a key factor in preventing 
poor people accessing the health care they need 
and evidence suggests they lead to higher infant and 
maternal mortality rates. Surveys conducted in Sierra 
Leone, Burundi, Mali, Democratic Republic of Congo, 
Chad and Haiti all reveal a common pattern of exclusion 
of patients linked to payment for health care.7  
In Rwanda, when health fees were introduced in 1996, 
take-up of health services halved.8  In one Nigerian 
district, the numbers of women dying in childbirth 
doubled after fees were introduced for maternity services, 
and the number of babies delivered in hospitals declined 
by half.9  Similar consequences of user fees have been 
observed in Tanzania and Zimbabwe.10  
 
Recent work in Africa has shown how even small 
payments associated with the social marketing 
of mosquito nets reduce uptake, and make such 
investments far less cost-effective than free public 
distribution.12 Charging pregnant women only US$0.75 
for an insecticide-treated bednet in Kenya for example 
reduced demand by 75%. In the same country, a small 
charge introduced for deworming drugs reduced uptake 
of this highly cost-effective treatment by 80%.13  
Satta, from Kailahun district, Sierra Leone, suffered complications during the birth of her baby and so 
went to the local health clinic. “People carried me in their arms. I was hurting so much. At the clinic, I 
had the baby. It was dead”. Satta’s mother had to borrow 80,000 leones (£20) to pay the clinic bill. “We 
have no idea how we will pay the money back”.  Photo: Anna Kari/Save the Children
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Women in Sierra Leone face a higher risk of dying in childbirth than almost anywhere else in the 
world. Currently one in eight women in the country face dying from pregnancy related causes 
during their lifetime; that’s 1000 times more likely than for women in industrialised countries.14  
In 2001 the government planned to make health care free for pregnant women and children under 
five. Sadly, this has not yet been properly implemented. The cost of health care continues to 
fall heavily on patients who pay amongst the highest out-of-pocket health care costs in Africa.15  
Eighty-eight per cent of people said that “lack of finance” was the main reason they did not use a 
health facility when they were sick.16 
Too often health workers do not receive their salaries and have little choice but to charge 
patients. The problem is exacerbated by a lack of necessary medical supplies, forcing women to 
pay for drugs, gloves and drips, blood bags and testing.
In facilities that have been able to remove fees, results show a tenfold increase in consultations 
for under-fives.17  Elsewhere women and children continue to pay with their lives. 
More recent government efforts have potentially begun to improve services for pregnant women, 
but huge challenges remain. Save the Children have estimated that it may take as little as 
US$15.6 million annually to make health care free in Sierra Leone.18  
Adama Turay died in December 2008, several hours after she delivered her first child. Early in her 
pregnancy, Adama had been attending the local antenatal clinic for check-ups, but she had to 
stop going because she could not afford the fee for each visit.
“The fear of what it would cost prevented her from seeking the medical attention that she really 
needed”, said Sarah, Adama’s sister.
In her eighth month Adama’s body became swollen. She delivered a baby girl with a traditional 
birth attendant, but immediately after the delivery she began to vomit and complain of chills. 
Adama began to bleed and died before she could get to hospital. 
Below: Sarah, Adama’s Turay’s sister.  
Photo: Amnesty International, 200919
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the full impact of which is still to be felt in poor countries. 
Lessons from previous crises show that as household 
incomes decline more people switch from fee-paying private 
services to seek free services in the public sector.29  When 
free services are unavailable in the public sector the number 
of people denied health care increases dramatically. 
Abolishing health care fees for all and supporting essential 
health care for mothers and young children would not cost 
much - in relative terms less than £1 billion a year. That’s just 
£1.38 per person in sub-Saharan Africa.30  For such a small 
amount there can surely be no justification for governments 
and aid donors leaving fees in place, blocking access to 
health care and impoverishing millions of people.    
In Ethiopia fees charged by public health clinics are a 
primary reason why people opt for self-care.20  In Sudan 
70% of people in disadvantaged areas who did not seek 
care when sick reported scarcity of money as the reason 
for not accessing services.21  Making households pay for 
health care excludes women and girls, who are usually 
last in line for services.22  
Attempts to target poor people and exempt them from 
paying fees have failed. In Zambia only 1% of exemptions 
were granted on the basis of poverty, indicating that either 
poor people were staying away or being forced to pay.23
Now the world faces an unprecedented economic crisis, 
In Burundi poverty is rife with 88% of people living on just US$2 a day. More than half of children under 
five suffer from moderate or severe stunting and women face a one in 16 risk of maternal death in their 
lifetime.24   
Burundi introduced fees for health care in 2002, supported by the World Bank and the International 
Monetary Fund (IMF). Two years later, a survey found that four out of five patients had gone into debt 
or had sold some of their harvest to raise the money needed for their treatment. When patients did not 
pay, clinics imprisoned them or seized their identity papers. It was little surprise that the number of 
women dying in childbirth rose after the charges were introduced.25  
Eighteen-year-old Clémentine, from Cibitoke in Burundi, recounted the impact user fees had on her and her 
newborn baby: “After the delivery I was presented with a bill for 30,900F [around US$30]. As I didn’t have 
anything to pay with, I was imprisoned in the health centre... I remained there for a week, in detention, without 
care and without food. I was suffering from anaemia and my baby had respiratory and digestive problems.”26        
Real progress was made in 2006 when the Government announced free health care for maternal deliveries 
and children under five. Births in hospitals rose by 61% and the number of caesarean sections went up by 
80%.27  Utilisation of services for under fives increased by 40% within a year.28  However, despite the Vice 
President announcing in September 2008 at the UN that free care would be introduced for all pregnant 
women, this has not yet been implemented. The performance of the existing free health care policy is also 
compromised by inefficient reimbursement procedures for health facilities and insufficient support from aid 
agencies. It is critical that the Government of Burundi and aid donors now provide the additional financing 
and technical expertise to make free health services for pregnant women and children a reality.
Syapta, a four-year-old girl,  
visits Munagano health  
centre in Northern Burundi 
with her mother.
Photo: Venerande  
Murekambaze/World Vision
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Ghana is sometimes heralded as the success story of insurance-based schemes to provide medical care. 
However, the reality is very different. The majority of people continue to pay out-of-pocket for their health 
care needs31 and the country is way off track in achieving the health Millennium Development Goals.
By the end of 2008 only 54% of the population was registered under the National Health Insurance Scheme. 
Even less had actually received their membership card. The vast majority of insurance scheme members 
are from higher income groups. This leaves those with least money having to pay for their health care or 
going without.32 
The government decision to make health care free for all pregnant women in 2008 showed what is possible 
when fees are removed. Since the policy was implemented at least 433,000 more women have received 
health care than would have otherwise.33  
“I heard the news on the television and did not hesitate to register” says Charity Okine, who received free 
medical care last year when giving birth to her baby at Pram Pram Health Centre in the Greater Accra 
region. Seven years earlier, Charity had to pay ¢45,000.00 to deliver her first child at the same centre. “Now 
it feels so easy and better because every one can deliver at no cost at all.”34 
In the run up to the election and in their first budget the new Government of Ghana talked of also ensuring 
free access for all children, not just those whose parents are registered with the insurance scheme. More 
recently the Minister of Health has committed to  
move to a system of one-off registration fees, 
rather than ongoing insurance premiums.35  The 
event planned for the 23rd September gives 
the government of Ghana an international 
opportunity to formally commit to these goals 
and demonstrate its dedication to scaling up 
to achieve health care for all. They should 
be enabled to do so with full and additional 
financial and technical support from rich country 
governments and aid agencies including the 
World Bank. 
 
Mother and child take part in  
community education on malaria  
in the Volta Region, Ghana 
Photo: 2009 Esperanza  
Ampah/World Vision
In Uganda, in the run up to the election in 2001, the President 
removed all health user fees in public facilities. Service use 
increased suddenly and dramatically with an 84% increase 
in attendance at clinics countrywide.37  Research by the 
World Bank found the increase in service use was highest 
for the poorest income groups showing that free health 
care in Uganda is pro-poor.38  Importantly, the gains made 
in Uganda have been sustained. This has been helped 
by investment in expanding health care delivery and the 
implementation of quality improvement measures put in 
place following problems of drug stock-outs in facilities.39 
Change is possible
User fees were introduced in many poor countries in the 
1980s and 1990s, often as a condition of lending from the 
World Bank and IMF.  The evidence is now very clear that, 
as the Director General of the World Health Organisation 
recently stated, ‘user fees have punished the poor’.36  In 
recognition of this, a number of developing countries are 
leading the way in removing fees. Their experiences show 
that abolishing fees can have an immediate impact on the 
uptake of health services when supported by policies to 
address increased utilisation and loss of revenue.  
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Liberia’s 14-year civil war killed over 
250,000 people and left the majority of 
the population without access to clean 
water, sanitation or basic health services. 
President Ellen Johnson-Sirleaf, Africa’s 
first elected female head of state, has been 
widely praised for the steps she is taking 
to rebuild her country’s economy and to 
tackle corruption since fragile peace was 
declared in 2003.  
However, the challenges are huge.  Sixty-
four percent of Liberia’s population live 
on less than US$1 a day,40  one in eight 
children born will not reach their fifth 
birthday and the country’s rate of maternal 
mortality is the eighth highest in the world.41  
The decision to introduce fees for health 
care in 2001 was disastrous. In some 
facilities attendance dropped by 40%.42   
In 2003 the policy was reversed and health 
care made free. Evidence from Médecins 
Sans Frontières shows attendance 
increased by 60% in the government 
facilities they were supporting.43  With 
funding from the World Bank and other 
international donors the government was 
able to increase its health budget from 
US$6 million in 2006-2007 to US$10 million 
in 2007-2008.44 
Unfortunately, in the absence of sufficient 
resources several public facilities continue 
to charge patients in order to pay their staff 
and purchase drugs. Over 50% of women 
say that lack of money prevented them 
seeking medical care when sick.45  
The Government of Liberia has committed 
to ensuring access to health care for all 
its citizens but is in urgent need of both 
financial and technical assistance to 
successfully implement their free health 
care policy and scale up overall coverage. 
Free health care has the potential to 
play a key role in building trust between 
citizen and state in this fragile country 
and the government efforts should be fully 
supported by bilateral and multilateral aid 
agencies. 
The trend to remove health fees in Africa has been gathering 
pace. In the past couple of years Zambia, Burundi, Niger, 
Liberia, Kenya, Senegal, Lesotho, Sudan, and Ghana have 
abolished fees for key primary health care services for at 
least some target population groups, most commonly 
children and pregnant women.46  The challenge remains to 
fully implement these policies and extend free care to all. 
Nevertheless, initial evidence shows promising results.  
“Abolishing health fees sits 
at the heart of the right 
to health because fees 
prevent those who can’t 
afford them from accessing 
their right. Health fees 
discriminate against the 
poor. But the right to 
health is universal and 
allows no discrimination.”
Mary Robinson, 200647 
Former United Nations High Commissioner 
for Human Rights
In Niger, after fees were removed for children and 
pregnant women in 2006, consultations for under fives 
quadrupled and antenatal care visits doubled.48  In 
Burundi, average monthly births in hospitals rose by 
61% and the number of caesarean sections went up by 
80% following the abolition of fees for maternity services. 
When fees were removed in rural areas in Zambia 
utilisation rates of government facilities increased by 
50%. Districts with a greater proportion of poor people 
recorded the greatest increase in utilisation. Furthermore, 
while Zambia continues to face severe health worker 
shortages patients themselves report no deterioration in 
the quality of care since user fees were removed.49  
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In Mozambique life expectancy at birth is just 42 years.50  Each day 11 women die in the country as a 
result of complications during pregnancy and childbirth.51    
Only half of the population in Mozambique have access to basic health services52  and lack of money is 
the number one reason poor people give for not using health services when they are sick.53  There is only 
one doctor per 50,000 people; this is 100 times less than the number of doctors in the UK.54,55     
Despite being a major barrier to access, user fees contribute only a tiny fraction of overall spending on 
health - as little as 0.7%.56  And even this does not include the huge costs of administering the user fees. 
A fee that raises so little for the government yet denies so many people the health care they need makes 
no sense. 
Mozambique needs significant additional financial support to make health care free and to address 
the severe health worker shortages. Estimates suggest, in the first instance, an additional US$10 
million per year is required for user fee removal and to make medicines free,57  with further increases 
necessary to fully implement Mozambique’s already fully costed health worker strategy. A US$10 million 
increase constitutes a 25% increase in national government spending on health as compared to an 
insignificant 2.5% increase in current levels of aid for health in that country. Despite being a signatory to 
the International Health Partnership,58  under which aid donors have committed to scale up funding for 
national plans, no action has been taken to date to fill this identified financing gap. 
 
          Photo: Proud Mum 
and Dad after a 
routine check-
up at Machase 
District health clinic 
in Mozambique. 
Mother and baby are 
in good health.  
Photo: Kate Raworth/
Oxfam  
In Asia too, a UK government-funded study comparing 
health systems across the continent found that in  
low-income countries, the most pro-poor health systems 
were those providing universal coverage of health services 
that were free or almost free.59  
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In Nepal, one newborn baby dies every 20 minutes, and a woman dies of childbirth-related causes every 
four hours.  Only one third of births are attended by any kind of health worker.60  
The Government of Nepal has formally recognised access to basic health services as a fundamental 
human right for every Nepali citizen and since 2006 has been gradually phasing in free care. Emergency 
and inpatient services are free for the poor, elderly, disabled and female community health volunteers at 
primary and district level facilities. In 2008 free health services for all citizens at village level facilities were 
introduced and at the beginning of 2009 all maternal health services were made free. 
Initial results produced by the Ministry of Health suggest promising beginnings.61,62  Research in Surkhet 
district shows that more than 80% of the beneficiaries of free health services were women and children.63  
“When user fees were removed by the government in January, the numbers of women coming to give 
birth here almost doubled. It did not overwhelm our staff, because they no longer had to deal with the red 
tape of administering the fees.” Sister at Kathmandu Hospital, Nepal.64  
But huge challenges remain. Currently just under half of all doctor posts are unfilled and health worker 
and drug shortages remain acute in rural areas.65 Improved governance and transparency in the health 
sector combined with a significant scale up in financing, workers and medicines are needed to ensure 
public health care is accessible to all in Nepal. 
Below: Mother and newborn at Parbat Hospital, Western Region. 
Photo: Options/SSMP/DFID 
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In every successful case, strong and high-level political 
leadership and commitment to free health care has preceded 
the removal of user fees. The evidence is also clear that in 
any country health spending must increase to offset lost 
revenue and pay for the increased demand resulting from 
user fee removal. Failure to increase spending could lead to 
falling quality of care generated by drug shortages and staff 
difficulties in managing increased workloads.67  
“It is my aspiration that 
health will finally be seen 
not as a blessing to be 
wished for, but as a human 
right to be fought for.”
Kofi Annan 
Former United Nations Secretary General
Additional financing for health workers and drugs can be 
mobilised at the domestic level by increasing spending on 
health to at least 15% of national spending (as promised in 
the 2001 Abuja Declaration),69  through improvements in tax 
revenue collection systems and more equitable distribution 
of existing resources. Such action at the national level is 
essential but on its own cannot raise the level of resources 
required to achieve health care for all. It must therefore be 
complimented by additional long-term and predictable 
financing from rich country governments and multilateral aid 
agencies, delivered using government budgets and plans. 
Additional resources for free care should be mobilised 
through aid, debt relief, innovative financing and measures 
such as tackling tax havens and tax evasion. 
Secondly, free health care policies must be carefully 
planned and implemented so that health workers and 
the health system as a whole are fully prepared for the 
change. Effective communication to staff and the public 
are particularly essential to avoid confusion and to ensure 
citizens are fully aware of their rights under the new policy. 
Thirdly, efforts should be made by all actors to link the 
removal of user fees to broader health system improvements 
to ensure an overall expansion in public health care coverage. 
This should include support from international donors for: 
appropriate and equitable health financing mechanisms; 
strategies to expand and retain the health workforce; 
improving and expanding drug supply; scaling up the number 
of health care facilities especially in rural areas; and 
tackling other significant barriers to access including 
the low status and lack of empowerment of women, 
transport costs, poor quality of care, women’s education 
and general knowledge and understanding of health.74  
User fee removal:  
the need for careful action
Announcements of free health care are not enough to 
ensure a sustainable increase in access to health care. 
Any announcements must therefore be accompanied by 
a broader package of supportive action to ensure that free 
services are actually available to and used by poor people 
and that official fees are not merely replaced by informal 
fees. Countries not immediately able to implement free 
health care for the entire population could phase it in by 
initially providing free services for women and children. 
Developing countries wishing to remove user fees now, 
or to improve and extend existing free health care, can 
benefit from experiences of other countries and from toolkits 
developed by experienced agencies.66 
Practical strategies for managing fee 
removal 
• Give a specific government unit the task of 
coordinating fee removal and the other actions 
necessary to strengthen the health system
• Communicate clearly with health workers and 
managers about the policy vision and goals, as 
well as about what and when actions will be 
taken—through meetings, supervision visits, 
newsletters, etc
• Establish new funds at local level, controlled by 
managers, to allow the managers to make small-
scale spending decisions
• Before the policy change, start a wide ranging 
public information campaign including radio spots, 
newspaper articles, posters, meetings with village 
leaders to communicate the policy vision and 
goals to the general public and to communicate 
the details of what users can expect to experience 
at facilities
• Plan for adequate drugs and staff to be available 
to cope with increased utilisation, and plan how 
to tackle wider drug and staffing problems in the 
longer term
• Improve physical access to health services, 
particularly through “close to client” services
• Establish monitoring systems that cover 
utilisation trends, including the relative use of 
preventive versus curative care, and give health 
workers and managers opportunities to feed back 
on health facility experiences
Source: Gilson and McIntyre 200568 
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‘Hands up for Health Workers’70 
At the heart of every health system is its workforce. 
There is evidence that worker numbers and quality 
are positively associated with maternal survival”71 
Health systems are built of human beings; in poor 
countries millions of health workers work tirelessly 
for minimal reward. To achieve MDG 5 - to reduce 
maternal deaths by three quarters - the World Health 
Organisation estimates that 700,000 more skilled 
birth attendants are needed. In the 15 countries with 
the highest maternal death rates, less than 50% of 
women have access to a skilled attendant at birth.
Some countries have slashed maternal and infant 
mortality rates by ensuring universal access to skilled 
health professionals. Ninety-six per cent of mothers 
in Sri Lanka now have access to birth attendants and 
their chances of surviving childbirth complications 
have more than doubled since 1990.72 
But today, in poor countries around the world, over 
four million health workers are simply not in place, 
and scant plans have been made to train and recruit 
them. These staff shortages affect poor people 
disproportionately, particularly poor people in rural 
areas in low- and middle-income countries and those 
living in fragile states. In the Democratic Republic of 
Congo, over 75% of doctors and 65% of nurses live 
and work in urban areas, leaving too few to cover the 
remaining population in rural areas.73 
Redressing the health worker shortages requires 
urgent and committed action to develop strong and 
comprehensive health worker strategies in every 
country. These must be fully funded with increased 
national spending and long-term predictable aid. 
 
Health insurance in low-income countries: 
Where is the evidence that it works?
Following 20 years of one failed health financing 
mechanism – user fees – some donor agencies 
and governments are now proposing that health 
insurance mechanisms should now be implemented 
in poor countries instead. But although beneficial 
to the people able to join, this method of financing 
health care has so far been unable to sufficiently fill 
financing gaps in the health systems of developing 
countries and to improve access to quality health 
care for the poor. 
In low-income countries, private health insurance 
remains a privilege for the few. Despite years of 
trying, community-based health insurance today 
also covers less than 0.2% of the population across 
Africa and generally fails to protect members from 
significant out-of-pocket payments for health. 
In contrast, both social health insurance (SHI) and 
taxation financing have the potential to achieve 
universal coverage, but the global evidence is 
clear that SHI mechanisms perform badly in terms 
of covering those outside of formal employment 
and have proven unable to achieve universal 
access until economies reach a high level of 
economic development.75  In contrast, tax-financed 
mechanisms have worked even in low-income 
settings.76  
It is critical that donor agencies and governments 
do not replace one inequitable and inefficient health 
financing policy with another. If we are to avoid 
another 20 wasted years, advocates of insurance 
mechanisms need to produce evidence that these 
can work, before promoting their implementation in 
poor countries. 
Source: Joint NGO Briefing Paper, Oxfam 
International 200877
The challenges to quality and supply of health care 
arising from removing fees are real but are certainly not 
insurmountable. Sadly, these same challenges continue 
to be used by some senior ranking donor and developing 
country government officials as a reason to leave user 
fees in place. Such inaction will continue to deny access 
to health care for millions of people and is unacceptable 
in light of increasing evidence and understanding of how 
to make free health care a success. 
Photo: Abbie Traylor-Smith/Oxfam
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In Malawi nearly three-quarters of the population live on less than US$1 a day and life expectancy is just 
38 years.78  One woman in every 100 will die in pregnancy or childbirth.
In recent years, the Government of Malawi, with help from the international community, have made 
a genuine effort to improve health care.  In 2002, the government launched a basic Essential Health 
Package (EHP), which aims to make the long-standing government commitment to free access a reality. 
In addition, where possible and appropriate, the government is forming partnerships with mission 
hospitals to also make health care free in their facilities. Some mission hospitals have seen a tenfold 
increase in demand for maternal services as a result. 
The World Bank has cited the free EHP as one of the key reasons why health provision is more equitable 
in Malawi than in other African countries.
Despite the successes, there is still a long way to go – due to poor procurement and distribution there 
has been stock-outs of basic antibiotics, HIV-test kits, and insecticide-treated nets across the country.  
Vaccines have also run dangerously low. Despite progress Malawi also still faces a chronic shortage of 
health workers. 
To compound these two problems, health facilities are often too far away from patients – over half of the 
population live further than 5km from their nearest formal health facility.  
There is an urgent need for the Government of Malawi and its aid donors to commit to a rapid expansion 
of free public health care coverage so that all citizens live within 5km of decent quality health care. 
 Adapted from: Oxfam International Research Report 2008 79
Below: A premature baby in Bwalia Hospital in Lilongwe, Malawi. Photo: Abbie Traylor-Smith/Oxfam
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make it a success.  
More specifically we call for:
High-level commitment from the governments of 
Burundi, Ghana, Liberia, Malawi, Mozambique, Nepal 
and Sierra Leone to:
•  Introduce free health care for women and children and/or 
fully implement and expand free health care for all
•  Rapidly expand coverage of government health care to 
ensure all have access to the health care they need 
•  Increase government spending on health to at least 15% 
of the national budget to pay for increased demand, 
especially for health workers and medicines
•  Make sure official fees are not replaced with informal fees 
by providing additional funding at facility level
•  Improve the transparency and accountability of public 
spending on health
•  Address other significant barriers to health care access 
including bringing services closer to citizens, improving 
quality of care, tackling income insecurity and improving 
women’s education
High-level commitment from rich country donors and 
multilateral aid agencies to:
•  On 23rd September officially extend the offer of financial 
and technical support for free health care to all poor 
countries who wish to remove fees and to make this event 
a global turning point in the fight to make health care free 
for all
•  Provide the additional long-term and predictable funding 
necessary to successfully implement free health care in all 
seven countries 
•  Immediately deliver a minimum of US$10 billion additional 
financing per year for health systems from government 
sources81  and commit to ensure no good national health 
plan will fail due to lack of funding
•  Provide the urgently needed technical assistance to all 
seven countries to fully implement existing and newly 
announced free health care commitments
•  Invest in increasing their own capacity to respond to 
requests from poor countries for technical assistance to 
remove fees, raise additional resources from general tax 
revenues and improve the equity of health spending
Agenda for action
User fees block access to health care and contribute to 
stalled progress on the health Millennium Development 
Goals. On 23rd September 2009 leaders will meet at the 
United Nations General Assembly in New York for a high-
level event on health. We want this event to represent a 
global turning point in the fight to make health care free 
for all. On the table is a proposal to support at least seven 
developing countries to fully implement free care for women 
and children or to expand free health services to all. The 
seven countries are Burundi, Ghana, Liberia, Malawi, 
Mozambique, Nepal and Sierra Leone. The need to make 
health care free and to expand access in these and other 
countries is beyond question, but to do so successfully 
requires high-level political commitment and sustained 
additional financial and technical support.  
“User fees for health care 
were put forward as a 
way to recover costs and 
discourage the excessive 
use of health services… 
This did not happen. 
Instead user fees punished 
the poor… This is a bitter 
irony at a time when the 
international community 
is committed to poverty 
reduction.”  
Margaret Chan80
Director General of World Health 
Organisation
If world leaders are serious about improving access to 
health care and making real progress on the health MDGs, 
we call on them to back this free health care proposal on 
23rd September and to announce the additional support 
they will provide over the coming years in each country to 
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